simultaneously and tension-free mesh repair carried out effectively.
Initial randomized controlled trial compared laparoscopic trans-abdominal pre-peritoneal (TAPP) mesh with open darn repairs, laparoscopic repair was less painful and enabled patients to return to work and normal activity more quickly. 4 Several other studies and systematic reviews have largely confirmed these results. 5, 6 In UK, the National Institute for Clinical Excellence has published its guidance on the use of laparoscopic surgery for inguinal hernias. 7 In case of bilateral inguinal hernia, when conventional open surgery to be done then bilateral 7-10 cm groin incision is usually required, whereas in case of laparoscopy one 10 mm and two 5 mm incision as required in unilateral case is sufficient to manage for bilateral case also and no additional incision required. Here we present results of a prospective study comparing results of laparoscopic TAPP hernia repair versus open lichenstein hernia repair.
METHODS
A prospective comparative study was conducted in a tertiary care teaching hospital over the period of two years from March 2013 to February 2015 in a surgical unit. Total 60 patients with bilateral inguinal hernia were enrolled for the study and randomly divided into two groups. Group I (study group) includes patients operated by bilateral laparoscopic hernia repair (TAPP) and Group II (control group) includes patients operated by open hernia repair (Lichenstein tension free hernioplasty).
In this study, male patients between 21-70 years with bilateral inguinal hernias were taken up. Parietex™ lightweight monofilament mesh was used in both groups. Group I with laparoscopic repair, 12 cm* 15 cm mesh used bilaterally which is fixed with Absorbatack™ (absorbable mesh fixation device).
Group II with open repair, 7.5 cm* 15 cm mesh used bilaterally fixed with prolene 2-0 sutures. Patients operated under general anaesthesia in group I, were as in group ii most patients operated under spinal anaesthesia. Peri-operative antibiotic cover given in both groups with injection ceftriaxone 1 gm at the induction of anaesthesia.
All patients were operated in one surgical unit only, operated by same surgeon with standardized surgical techniques, after the completion of proper training and learning curve of the operating surgeon. All patients of this study (both groups) were catheterized pre-operatively with Foley's catheter no. 14/16.
Post-operatively no antibiotic was administered; even no scrotal support was given post-operatively. Bilateral groin strapping done with adhesive dynaplast done in all cases of laparoscopic hernia repair. All patients were followed up for 18 months post-operatively. (Table 4) .
Conversion rate from laparoscopic surgery to open surgery in group I (study group) patients was nil (all cases completed uneventfully with laparoscopic hernia repair TAPP). Injury to inferior epigastric vessels 3 0
Injury to bladder/intestine/ vas deferens/ iliac vessels 0 0 Death 0 0
All the patients of both groups were followed up for 18 months, no recurrence was found in any patient in this study.
DISCUSSION
With the introduction of lichtenstein mesh repair, recurrence rates have fallen dramatically to below 2%, and therefore length of hospital stay, return to normal activity and potential long term complications especially chronic pain, lateral cutaneous nerve parasthesia are now more clinically important than before because they are mostly irreversible. Both laparoscopic (TAPP) and lichtenstein (open) mesh repairs are associated with good long term results and a low incidence of recurrence, but laparoscopic repair show advantage in terms of shorter hospital stay, early return to normal work and caused fewer post-operative complications like groin pain and permanent parasthesia than Lichtenstein mesh repair.
NICE recommended that open mesh should be the preferred surgical procedure for the repair of primary inguinal hernias and that laparoscopic hernia repair should be considered for repairing recurrent and bilateral hernias. An increase in the low risk of potentially serious intra-operative complications, have been reported in TAPP repairs, which in our study have not seen. Most of the trials have used the TAPP rather than TEP approach. This study compares the outcomes in patients treated by the most common method of laparoscopic repair (TAPPtransabdominal preperitoneal) with a standard open mesh hernioplasty as described by lichtenstein for bilateral hernia repair. 
Operative time
It varies with experience, is less important than surgical results but have cost implications. 9, 10 The operative time to perform unilateral primary inguinal hernia repair has been reported as longer for laparoscopic as compared to open repair, mean difference in 36 out of 37 studies is 14.81 min. 11 This difference disappears in bilateral and recurrent cases. In this study the operative time difference is statistically insignificant.
Complication rates and recurrence
It is possible to avoid most of the complications of laparoscopic inguinal hernia repair if the surgeon follows the set of well-defined steps and principals of laparoscopic hernia surgery.
12-13
Intra-operative complications had not occurred in our study. Postoperative seroma/hematoma formations were seen in both groups. Parasthesia was not seen in laparoscopic repair as compared to open repair where it is more common. Pneumoscrotum was seen in laparoscopic repairs commonly but disappeared within 24 hours. Despite the correct and stable mesh position there is limited risk of late sliding of retroperitoneal fat under or in front of mesh into the enlarged internal ring.
14 In this study no recurrence at the end of 18 months in any case of laparoscopic repair.
Length of hospital stay and return to normal work
In this study length of hospital stay and patient returning to his normal work was significantly less in laparoscopic repair group than open repair group. There is estimated absolute difference of 7 days in terms of time off work between laparoscopic and open repair group. 15 Simultaneous bilateral inguinal hernia repair laparoscopically does not increase the risk for the patient and has an equal morbidity compared with unilateral repair, recovery after laparoscopic repair is faster than after open simultaneous repair. Laparoscopic inguinal hernia repair of bilateral hernias should be recommended as the gold standard. 16 
